Readers Respond

The Editors have received several letters (with accompanying articles) regarding the CISM article printed in the
January/February/March 2003 edition of the Journal of Maine EMS

The first was a letter received from Larry Torrey. He writes ... "l am writing in reference to the most recent issue of the
Journal of Maine EMS -- the article on CISD really caught my eye. 1 was aware that Dr. Bryan Bledsoe has some strong
opinions on CISD that differed with those of the article's author, so I asked if he might be willing to contribute his
perspective to the journal of Maine EMS. 1sent a copy of last month's article to him, and he was kind enough to respond

with the following submission.

Following Dr. Bledsoe's article is a rebuttal received from Michael Bendzela.

CISM-A Rational Perspective

by Bryan E. Bledsoe, DO, FACEP,
EMT-P

Ithasalwayssurprised me thatwe
emergency services folk are quick to
embrace a concept or practice sim-
ply because someone with authority
tells usitis proper. Such was the case
with Critical Incident Stress Manage-
ment (CISM), introduced to the EMS
communityina 1983 issue of the Jour-
nal of Emergency Medical Services
(JEMS).! Following that, itwas widely
adopted and practiced throughout
the emergency services committee.
But, the problem with CISM was that
itwasjustanidea—aconcept-thatwas
never adequately tested beforeitwas
adoptedlock, stock,andbarrel by the
emergency services community.
And, despite mounting scientific evi-
dence that CISM is ineffective and
potentially harmful, it is still widely
practiced.?

My daughter is a college fresh-
man. She recently pointed out the
following paragraphin her freshman
psychology textbook. “In the after-
math of natural and human-made di-
sasters, from earthquakes to terrorist
attacks, disaster therapists often ar-
rive on the scene to treat survivors for
symptoms of trauma. Survivors are
pressured or even required to attend
one or more trauma-therapy sessions.
The therapists’ intentions are obvi-
ouslywell-meaning. But consider what
the research shows about a popular
intervention program called Critical

Incident Stress Debriefing (CISD). Its
practitioners ‘debrief’ people after a
trauma, telling them what symptoms
to expectand often encouraging them
to vent their emotions. Yet indepen-
dent assessments of CISD find that
most people benefit just as much by
simply talking with friends and other
survivors. Sometimes the CISD inter-
vention slows recovery, by prevent-
ing victims from drawing on their own
wellsprings of resilience. And some-
times the intervention actually harms
people because of the scientifically
unsupported techniques the thera-
pists use, such as having survivors
keep ventilating their emotions with-
out also learning good methods of
coping.”®

Following the attack on the World
Trade Center and the Pentagon in
2001, an article appeared in the Wall
Street Journal's magazine Smart
Money. That article, entitled “Good
Grief!” clearly detailed the problems
with grief counseling and specifically
addressed the problems with CISM.*
Itisclear that mainstream psychology
and eventhe generalpublic are aware
ofthe problems associated with CISM.
Why has EMS not dropped this prac-
tice?

The CISM Debate

Proponents of CISM often cite “nu-
merous studies” that reportedly sup-
port the effectiveness of CISM. But,
you should closely look at these ar-
ticles before simply accepting them
as valid. Most are from trade

magazines, obscure mental health
journals, non-published graduate
school dissertations or from papers
written by those who have a financial
interestin CISM. Infact, many of these
“numerous studies” are publishedin
the International Journal of Emergency
Mental Health which is owned and
edited by the founders of CISM and
affiliated with the International Criti-
cal Incident Stress Foundation.

Because CISMwaslaunched with-
outany significant scientificevidence
to support its practice, mainstream
psychological and psychiatric re-
searchershave subsequently studied
the practice. Their findings might
surprise you. Not only did they find
that CISM was ineffective in mitigat-
ing stress associated withemergency
services, it actually may have made
some people worse. These findings
have beenrobustinnumerous subse-
quentstudies. Also, whenyoulookat
the studies that are critical of CISM
youwillfind thatthey are publishedin
some of the most prestigious scientific
journalsinthe world.

Two of the better studies were
meta-analyses of other published
studies of CISM and psychological
debriefing. Meta-analysesofrandom-
ized-controlled trials, when properly
conducted, representthe highestlevel
of scientific validity. Thatis, the more
valid the study, the closer it is to the
truth. A well conducted meta-analy-
sis allows for a more objective ap-
praisal of the evidence, thus leading
to resolution of uncertainty and
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disagreement. In addition, it may
reduce the probability of false nega-
tive results and thus prevent undue
delaysin the introduction of effective
treatments into clinical practice.

The first meta-analysis evaluated
seven studies that specifically evalu-
ated single session debriefing
performed within one month after a
traumatic event. Five of the studies
specifically evaluated CISM, and three
evaluated non-CISM interventions
(historical group debriefing, a 30-
minute counseling session, and edu-
cation). Six of the studies reviewed
utilized non-intervention controls. The
researchers reported that non-CISM
interventionsand nointerventionwere
found to have improved symptoms of
PTSD, but CISMdid notimprove symp-
toms and may have retarded natural
resolution for some. Stated another
way, persons who received no inter-
vention and those that received non-
CISM interventions actually fared
better than those who received CISM
interventions. Furthermore, they
found that CISD did notimprove natu-
ral recovery with respect to other
trauma-related disorders.® The sec-
ond meta-analysisevaluated 11 stud-
ies where single session psychologi-
cal debriefing was provided within
one month after a traumatic event.
They found CISM did notreduce psy-
chological distress nor prevent the
onset of PTSD. They concluded that
there was no current evidence that
CISM is a useful treatment for the
prevention of PTSD.® Proponents of
CISM attempted two meta-analyses
ofstudies theyfeltsupported CISM. 7 #
But, these were extremely flawed and
highly criticized by mainstream psy-
chologists. Infact, researchers from
the Department of Psychiatry at the
Uniformed Services University of the
Health Sciences in Bethesda, Mary-
land, criticized these two meta-analy-
ses stating, “Reports cited in a meta-
analysis by Everly, Boyle and Lating;
and Everly and Boyle, are not repre-
sentative outcome studies.””

Several other studies have ques-
tioned the validity of CISM. The Fed-
eralEmergency ManagementAgency
(FEMA) commissioned a three-year
study on the effectiveness of CISD as

an early intervention for traumatic
stress in firefighters.'®!! Thorough
assessments were made of 660
firefighters exposed to a critical
event—including some firefighters
involved inthe Oklahoma City bomb-
ing response. Of these, 264 had at-
tended one or more CISM sessions.
Standard objective psychological
measures found a weak inverse rela-
tionship with negative affectivity and
aweak positive correlation with posi-
tive world assumptions. Thatis, par-
ticipants actually felt worse after the
sessions, but overall had a better im-
age of the world and their place in it.
No relationship was found between
debriefing and PTSD.

In the Netherlands, researchers
studied 243 traumatized police offic-
erswho were assignedto adebriefing
group or to one of two control groups.
Pre-tests and post-tests were admin-
istered. Nodifferencesinpsychologi-
calmorbidity were found betweenthe
groups at pre-test, at 24 hours, or at
six months post-trauma. Atone week
post-trauma, they found that de-
briefed subjects exhibited signifi-
cantly more PTSD symptoms thannon-
debriefed subjects.!? These findings
were consistent with an earlier study
of debriefing for police officers,

conducted by these same research-
ers'?, where comparison of 46 de-
briefed and 59 non-debriefed officers
found no differences at eight months
post-exposure, butsignificantly more
disaster-related hyperarousal symp-
toms at 18 months post event in the
group who received debriefing.
Following the crash of an air am-
bulance in British Columbia in which
five people died, Canadianresearch-
ers evaluated the effectiveness of
CISM provided for paramedics, phy-
siciansand nurses.'* They found that
CISM did not appear to affect the
severity of stress symptoms. They
also found that those who had pre-
existing stress managementroutines
appeared to have less severe symp-
toms at six months post-incident.
Several studies have demon-
strated an actual worsening of stress
symptomsinthe peoplewhoreceived
debriefing. Inone study, thelevels of
anxiety and somatization at four
months post-accident had declined
moreinthe non-debriefed group while
levels of hostility and psychiatric
symptoms had actually risen in the
debriefed group.'® In the same study
group, three years post-accident,

Continued on page 20.
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patients in the debriefed group had
marginally more severe psychiatric
symptoms, more severe pain, had
recovered less well, reported more
impaired functioning, andhad greater
financial problems as a result of the
accident.'®* At 13 months following
their injuries, burn patients who had
received debriefing actually had
worse anxiety, depression, and PTSD
symptoms compared to the non-de-
briefed control group.!?

AnearlyNorweigianstudy'® evalu-
ated 1 15firefightersinvolvedinamajor
hotel fire that 47% described as the
“worstexperience theyeverhad.” Of
these firefighters, 39 underwent for-
mal debriefing. The results showed
nosignificantdifference betweenthe
group who was debriefed and the
group who simply talked to their col-
leagues. In addition, they found that,
inspite of an extreme stresssituation,
the frequency of disturbing stress re-
actions following the event were low.

Becausetheresearchisstartingto
clearly show that CISM and similar
interventions are harmful, numerous
organizations are dropping or forbid-
ding the practice. The National Insti-
tute of Mental Health (NIMH), in con-
junction with the U.S. Department of
Health and Human Services, the U.S.
Department of Defense, U.S. Depart-
ment of Veterans Affairs, the U.S.
DepartmentofJustice, and The Ameri-
can Red Cross, held a workshop to
reach consensus on best practicesin
evidenced-based early psychologi-
calinterventionfor victims/survivors
of massviolence. Initsreport, follow-
ing an exhaustive review of the world
literature on the subject, that panel
specifically did notrecommend CISM,
orpsychologicaldebriefingasanearly
intervention practice.'®

In a recent document on mental
health in emergencies, the World
Health Organization (WHO) stated,
“Because of the possible negative ef-
fects, itisnot advised to organize forms
of single-session psychological de-
briefing that pushes persons to share

their personal experiences beyond
what they would normally share.”?

Following a systematic evidence-
based review, backed by an expert
consensus panel, the British Health
Service listed routine debriefingasa
contraindicated procedure. They
concluded, “Review of the best-de-
signed studies suggests that routine
‘debriefing’ (a single session inter-
ventionsoon after the traumatic event)
is not helpful in preventing post-trau-
matic disorders.”?!

The North Atlantic Treaty Organi-
zation (NATO)-Russia Advanced Re-
search Workshop on Social and Psy-
chological Consequences of Chemi-
cal, Biological, and Radiological Ter-
rorism, convened to discuss the social
and psychologicalimplications of ter-
rorism, similarly concluded, “Thereis
stillno consensus on the role, if any, of
very acute interventions. CISD de-
briefing can no longer be recom-
mended. "%

The New South Wales (Australia)
Health Department did not recom-
mend CISD in the guidelines for the
2000 Olympic GamesinSydney, NSW,
Australia. They concluded that,
“There Is no evidence that it [CISD]
prevents PTSD or other psychological
morbidity and it may make some
people worse. 2

The Australasian Critical Incident
Stress Association (ACISA), in their
“Guidelines for Good Practice for
Emergency Responder Groups,”
stated, “...experience and system-
atic investigations have revealed a
marked discrepancy between out-
comes once presumed to be achiev-
able (Mitchell, 1983; Mitchell and
Everly, 1995) and those that can be
reliably delivered (Rose and Bisson,
1998).724

What should we be doing?

So,if CISM is bad, what should we
be doing? There are actually three
typesofclearly defined EMS stresses.

Daily Stresses: In the overall
scheme of things, most EMS stress is
not related to critical incidents and
disasters, butrelated tosuchthingsas
pay, working conditions, dealingwith
the public, administrative matters,

and the other hassles of day-to-day
living. All emergency services
personnel should develop personal
stress managementstrategiestohelp
deal with these. This includes devel-
oping a personal support system
which may include co-workers, fam-
ily, clergy, and otherswithwhomyou
can talk and express your feelings
and emotions. These strategies will
notonlyhelp withday-to-day stresses,
but also with any major incidents.
Small Incidents: Small incidents,
including those where there are inju-
ries or deaths of emergency workers,
are best handled by competent men-
talhealthpersonnelinanindividual or
small group setting. These personnel
should be familiar with the emergency
services organizationand bereadyto
respond when needed. Emergency
personnelshouldnotbe “debriefed”
or be forced to attend mandatory
mental healthsessions. Mentalhealth
personnel should continue to screen
affected personnelforsigns and symp-
toms of abnormal response to the
stress and, if detected, refer them
accordingly to competent mental
health personnel who use accepted
mental healthtechniquesintreatment.
Large Incidents and_ Disasters:
Most emergency services personnel
will never encounter a disaster situa-
tion. However, all must be ready in
case such a catastrophe occurs. The
stress of large scale disasters can be
mitigated by a well-coordinated and
organized response. Use of the Inci-
dent Command System (ICS) serves
to appropriately direct responding
personnel. It also rotates personnel
throughrehabilitation and surveillance
stations to monitor their physical and
mental health. Those who are showing
signs of stress or fatigue should be
removed from duty-at least tempo-
rarily. Here too there is a role for
competent mental health personnel.
They should be readily available to
provide what experts call “psycho-
logical first aid.” This entails:
+ listening;
+ conveying compassion,;
+ assessing needs;
+ ensuringthatbasicphysicalneeds
are met;
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» notforcing personnel to talk;
+ providing or mobilizing company
from family or significant others;
* encouraging, but not forcing,
social support; and
+ protection from additional harm.
In addition, information and edu-
cation may be provided to help
understand trauma, what to expect,
andwheretogethelpifneeded. “Psy-
chologicalfirstaid”isnotapackaged
orproprietaryintervention technique,
but instead is an attempt to provide
practical palliative care and contact
while respecting the wishes of those
who may notbeready to discuss what
happened or to deal with a possible
onslaught of emotional responses in
the early days following exposure.
The recommendations add the ca-
veat that competent mental health
personnel be available within two
monthsfollowingacriticalincident to
screenand assistanyone whomaybe
developing stress-related symptoms
or PTSD.

Conclusions

There are alimited amount of qual-
ity scientific studies related to CISM
and CISD. However, the better stud-
ies raise serious doubts about the ef-
fectiveness of CISM, and some stud-
ies seem to indicate that CISM and
CISD may actually be harmful. This
should be amplereasontoreconsider
the practice. Additional randomized
controlled trials are needed to more
fully determine the effectiveness of
these practices. The absence ofdem-
onstrated effectiveness and the dem-
onstrated potential for iatrogenic in-
jury requires that CISM and CISD be
utilized with extreme caution, ifatall,
in emergency services.
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